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INDEX OF SURGICAL PROGRESS. 


III. Two Cases of Cholecystotomy. By Stuart Nairne 
(Glasgow). Case I.—A woman, tet. 54, came to the hospital, com¬ 
plaining of intense pain over epigastrium. She was sick, vomiting, 
and slightly feverish—similar attacks of frequent occurrence, lasting 
about 24 hours. Some fulness was detected in the epigastric region, 
extending vertically to the right of the mesial line—reaching from 
the right hepatic side downwards and across toward the left iliac fossa. 
There was pain on pressure ; medical treatment had given no relief, 
and cholecystotomy was performed by the author on the third day. 
The gall bladder was pressed firmly against the abdominal parietes, 
and on being incised gave vent to a saucerful of extremely thick con¬ 
sistent bilious matter. No stone could be detected with the finger. 
A stitch was put through the lower part of the wound, including the 
edge of the gall bladder, a drainage tube inserted, and a large pad of 
absorbent iodoformed cotton wool put on. The recovery was unin¬ 
terrupted. The pain and vomiting ceased. For several days there 
was a discharge of bilious matter, which gradually decreased, and the 
wound closed. She was discharged cured on the twenty-first day. 

Case II. A woman [age not stated] had suffered frequently from 
gall stones, though none had ever been tound in the stools. Dur¬ 
ing the paroxysms of pain the administration of chloroform was re¬ 
sorted to, and on various occasions had oeen kept up fctf six hours un¬ 
til relief was obtained. Upon examination the author found a pyri¬ 
form tumor extending from the ribs slightly to the right of the middle 
line down below the umbilicus. It was painful to touch. Cholecys¬ 
totomy was performed. The gall bladder was pressed up hard against 
the abdominal parietes. The opening was made about the upper third 
of the tumor, giving exit to a quantity of bile. The edges of the inci¬ 
sion into the bladder were retained in position by hooked forceps. 
The finger passed in detected stones, which were taken out with a 
small spoon. Three stitches were put in to retain the gall bladder in 
contact with the abdominal walls. As there was not the slightest sus¬ 
picion that any extraneous fluid had escaped into the peritoneal cav¬ 
ity, there was no attempt at sponging. An india rubber drainage tube 
was inserted, and the wound dressed with iodoformed absorbent cot- 
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ton. The patient, who at the time of the operation, was extremely 
emaciated, made an uninterrupted recovery, and felt so well in a few 
days that she desired and was permitted to get up. The author ap¬ 
pends some remarks, in which he states that he has incised the liver 
and gall bladder seven times, and has never had a fatal case. “The 
greatest risks are want of cleanliness in doing the operation and pok¬ 
ing too much about the wound.”— Lancet, March 31, 18S8. 

H. Percy Dunn (London). 

IV. Additional Series of Eleven Cases of Cholecystot- 
omy. By Lawson Tait (Birmingham). Mr. Tait states that with 
the exception of one case which subsequently died of phthisis, all his 
previous cases numbering thirty are now alive. Of these additional eleven 
cases only one died, the fatal result being attributed to the advanced 
age (61 yrs.) and anaemic condition of the patient. He concludes with 
the following remarks. “The one question still under discussion for 
the surgical treatment of gall stones is as to whether the gall-bladder 
should be removed or not; for I cannot think it worthwhile discussing 
the fanciful operations of stitching the gall-bladder to pieces of the 
intestine. Such operations would not be possible in cases where they 
would be most required, those of suppurative cholecystitis ; in fact in the 
majority of cases where I have operated in the presence of suppura¬ 
tion of the gall-bladder such operations would be perfectly impossible ; 
and in the cases of multiple gall-stone where there has been no sup¬ 
puration I do not think them in the least degree desirable. I, therefore, 
limit what I have to say to the two points of removing the gall-blad¬ 
der or simply stitching it to the abdominal walls. In cases where sup¬ 
puration has made the gall-bladder contracted and firmly adherent to 
deep structures, its removal would be a terrible proceeding, in fact, 
one which in the majority of these suppurative cases could not be 
completed. The only argument I have found in its favor is a sup¬ 
posed possibility of the return of the disease. But my cases now go 
back as far as Sept. 1878, and I cannot find in any of them the slight¬ 
est indication of the recurrence of the disease, even if there were any 
tendency in this direction, as I have secured in all these operations 
the base of the gall-bladder in the cicatrix, a puncture with a bleeding 



